Guidelines for Documentation of Occupational Therapy
Documentation of occupational therapy services is necessary whenever professional services are provided to a client. Occupational therapists and occupational therapy assistants 1 determine the appropriate type of documentation structure and then record the services provided within their scope of practice. This document, based on the Occupational Therapy Practice Framework: Domain and Process (2nd ed.; American Occupational Therapy Association [AOTA], 2008) , describes the components and purpose of professional documentation used in occupational therapy.
AOTA's (2010) Standards of Practice for Occupational Therapy states that an occupational therapy practitioner 2 documents the occupational therapy services and "abides by the time frames, format, and standards established by the practice settings, government agencies, external accreditation programs, payers, and AOTA documents" (p. S108). These requirements apply to both electronic and written forms of documentation. Documentation should reflect the nature of services provided and the clinical reasoning of the occupational therapy practitioner, and it should provide enough information to ensure that services are delivered in a safe and effective manner. Documentation should describe the depth and breadth of services provided to meet the complexity of individual client 3 needs. The client's diagnosis or prognosis should not be used as the sole rationale for occupational therapy services.
The purpose of documentation is to
• Communicate information about the client from the occupational therapy perspective;
• Articulate the rationale for provision of occupational therapy services and the relationship of those services to client outcomes, reflecting the occupational therapy practitioner's clinical reasoning and professional judgment; and
• Create a chronological record of client status, occupational therapy services provided to the client, client response to occupational therapy intervention, and client outcomes. Table 1 outlines common types of documentation reports. Reports may be named differently or combined and reorganized to meet the specific needs of the setting. Occupational therapy documentation should always record the practitioner's activity in the areas of screening, evaluation, intervention, and outcomes (AOTA, 2008) in accordance with payer, facility, and state and federal guidelines.
Types of Documentation

1
Occupational therapists are responsible for all aspects of occupational therapy service delivery and are accountable for the safety and effectiveness of the occupational therapy service delivery process. Occupational therapy assistants deliver occupational therapy services under the supervision of and in partnership with an occupational therapist (AOTA, 2009).
2
When the term occupational therapy practitioner is used in this document, it refers to both occupational therapists and occupational therapy assistants (AOTA, 2006) . 3 In this document, client may refer to an individual, organization, or population. e. Analysis of occupational performance-Description of and judgment about performance skills, performance patterns, contexts and environments, activity demands, outcomes from standardized measures and/or nonstandardized assessments, 4 and client factors that will be targeted for intervention and outcomes expected f. Summary and analysis-Interpretation and summary of data as related to occupational profile and referring concern g. Recommendation-Judgment regarding appropriateness of occupational therapy services or other services.
Note. The intervention plan, including intervention goals addressing anticipated outcomes, objectives, and frequency of therapy, is described in the "Intervention Plan" section that follows.
B. Reevaluation Report 1. Documents the results of the reevaluation process. Frequency of reevaluation depends on the needs of the setting, the progress of the client, and client changes.
Suggested content:
a. Client information-Name; date of birth; gender; and applicable medical/educational/developmental diagnoses, precautions, and contraindications b. Occupational profile-Updates on current areas of occupation that are successful and problematic, contexts and environments that support or hinder occupations, summary of any new 4 Nonstandardized assessment tools are considered a valid form of information gathering that allows for flexibility and individualization when measuring outcomes related to the status of an individual or group through an intrapersonal comparison. Although not uniform in administration or scoring or possessing full and complete psychometric data, nonstandardized assessment tools possess strong internal validity and represent an evidence-based approach to occupational therapy practice (Hinojosa, Kramer, & Christ, 2010 
III. Intervention
A. Intervention Plan 1. Documents the goals, intervention approaches, and types of interventions to be used to achieve the client's identified targeted outcomes and is based on results of evaluation or reevaluation processes. Includes recommendations or referrals to other professionals and agencies in adherence with each payer source documentation requirements (e.g., pain levels, time spent on each modality). Each occupational therapy client has a client record maintained as a permanent file. The record is maintained in a professional and legal fashion (i.e., organized, legible, concise, clear, accurate, complete, current, grammatically correct, and objective; see Box 1 for more information).
Box 1. Fundamentals of Documentation
• Client's full name and case number (if applicable) on each page of documentation
• Date
• Identification of type of documentation (e.g., evaluation report, progress report/note)
• Occupational therapy practitioner's signature with a minimum of first name or initial, last name, and professional designation
• When applicable, signature of the recorder directly after the documentation entry. If additional information is needed, a signed addendum must be added to the record.
• Cosignature of an occupational therapist or occupational therapy assistant on student documentation, as required by payer policy, governing laws and regulations, and/or employer 
